Physical Therapist Attitudes Toward Weight Management K nee osteoarthritis (OA) is a major cause of disability and reduced quality of life, affecting up to 1 in 4 adults across the United States, Europe, and Australasia. 1 All current international guidelines for management of knee OA outline an individualized, multimodal approach, with 2 core elements including exercise and, for patients who are overweight or obese, weight loss.
2, 3 Physical therapy practitioners are often at the frontline of treatment for knee OA 4 and have been extensively involved in contributing to the evidence surrounding OA management. 5 Thus, and consistent with principles of contemporary physical therapist practice, [6] [7] [8] [9] [10] physical therapists may be well placed to communicate with patients about weight management and to incorporate weight loss into their treatment paradigm. 11 Internationally, leading physical therapy bodies 6-10 have advocated for the contemporary role of physical therapists to align with the health priorities of the World Health Organization to address lifestyle conditions such as obesity. [6] [7] [8] [9] [10] In the context of treating patients with OA, this requires therapists not only to focus on evidence-based clinical management approaches for knee OA, but also to have skills in managing associated lifestyle behaviors and appreciation of the broader influences on chronic health conditions as set out within the World Health Organization's biopsychosocial framework and the International Classification of Functioning, Disability, and Health (ICF). 12 Preliminary research indicates that patients believe it is appropriate and valuable for physical therapists to discuss weight as part of their management. 13 However, although recent physical therapy-based research has found that physical therapists believe their professional responsibilities could include weight management advice, they had received little, if any, formal education about weight management. 14 Other studies suggest physical therapists often exhibit weight stigma, 15 including an apparent lack of understanding of the potential sensitivities around this topic. 16, 17 This is of concern, given that perceptions of weight stigma influence the extent to which patients engage with their health care practitioner 18 or with positive health behaviors 19 and are motivated to act. 20 Together, this literature highlights a potential shortfall in the required competencies for physical therapists to incorporate weight management in clinical treatment.
It is not known how physical therapists perceive their potential role in weight management or the extent to which they are currently integrating weight management in their treatment of people with knee OA. To better understand physical therapists' capabilities, opportunities, and motivation to take on these broader roles in the delivery of care for OA, this research explores a sample of physical therapists' attitudes and perceptions of their role in weight management in knee OA. The research elements of capability, opportunity, and motivation were derived from a widely used behavioral change framework, the Capability, Opportunity, Motivation Model to explain Behavior (COM-B), 21 which has been used in similar health care contexts to understand the attitudes, perspectives, and behaviors of health care practitioners. 22, 23 Although we used aspects of this behavior change model to inform the enquiry design, our aim in this study was not to change the behavior of physical therapists or take the position that they should be involved in this role, but rather to explore physical therapists' attitudes and perceptions toward their current and potential future role in weight management for people with knee OA.
Methods

Design
Our research design was based on the qualitative research paradigm of interpretivism. Interpretivism starts from the position that knowledge of reality and human action is a social construction, interpreted through an individual's own lens. 24 We believed that this research paradigm would allow us to focus on collecting data based on participants' interpretation and "sense making" of their role in this clinical area. We employed a secondary analytic approach to examine how the themes derived from the data related to the elements of the COM-B model. 21 The study was formally approved by the institutional ethics board (Ethics ID HREC 1748917.1) and all participants provided informed consent to participate after receiving written information including the potential risks (none) and benefits (helping inform optimal management of OA) of participating. All data were managed and stored securely according to institutional guidelines.
Participants
Physical therapists who were currently registered with the Australian Health Practitioner Registration Agency, currently practicing in Australia, and had treated at least 1 patient with knee OA within the past 12 months (to allow for recent recollection and range of experiences) were eligible to participate. In Australia physical therapists work both in primary care and in government-funded health care institutions, and participants were recruited from both settings. Participants (both male and female) were purposively sampled to capture a diversity of views based on different work situations and experiences. In accordance with qualitative research methodology, this diversity was not intended to enable generalizability (as defined within a quantitative paradigm) but, instead, to obtain rich data about the concept of weight management within physical therapist practice. 25 Nineteen participants across the eastern states of Australia responded to advertisements sent to hospitals and private clinics, and by word of mouth, between March and September 2017. Of these, 2 did not respond to follow-up phone calls, 2 declined to participate at follow-up, and 2 were not interviewed because by that time similar themes were Physical Therapist Attitudes Toward Weight Management emerging, and relative data saturation was reached (n = 13). 26, 27 Procedure Semistructured interview guides were developed (Appendix) drawing (in part) from the COM-B model. 28 Interviews were intentionally semistructured to allow participants to explore their own experiences and meaning, and the interviewer to explore concepts about the participants' experience and perspectives separate to elements of the COM-B model. Interviews lasted 30 to 60 minutes and were conducted between May and August 2017 by telephone by 1 investigator (K.A.) trained in conducting interviews. The interviewer was an experienced physical therapist and known professionally to 4 of the participants but made a conscious effort not to share her own perspectives or experiences. Audio files were deidentified by K.A. and transcribed verbatim by an external provider. K.A. was responsible for further deidentification within the transcripts and checking for accuracy.
Data Analysis
To understand participants' perspectives regarding their role in weight management, we first employed an inductive thematic analysis. This involved identifying participants' main ideas and concepts, and grouping them according to key themes and subthemes. 29 Our second analytic approach was to examine whether and how the themes and subthemes identified from our initial analysis mapped to the dimensions of the COM-B framework.
The research team comprised 5 researchers trained in qualitative research methods. Three have a history in researching OA (K.A., T.E., and K.B.), and 2 in moral and ethical aspects of physical therapist practice (C.D. and J.S.). All researchers have a background in physical therapy but different perspectives on the role of physical therapy in weight management. Although these opinions and experiences could impact the analysis, 30 the authors were cognizant of the need to set aside their own views and focus on the exploration pertaining to the study aims. Recruitment, data collection, and analysis proceeded concurrently. Transcript data were read initially by 2 researchers (K.A. and T.E.) separately to identify physical therapists' attitudes toward their role in weight management for patients. Ideas and patterns were identified and grouped using thematic coding. 29 The second step of analysis involved rereading the transcripts and the themes and examining whether and how the themes aligned with the 3 major elements of the COM-B model: capability to make a change, opportunity, and motivation. 21 Despite divergent views and experiences in physical therapy, the authors both separately and within several meetings discussed the analysis to reach consensus. To enhance credibility and trustworthiness of the work all subthemes and themes were reviewed and refined by experienced qualitative researchers, an ethics professor (C.D.) and a physical therapist with a PhD in psychology ( J.S.), who confirmed that the analysis was credible, and themes were rooted in the data. A final review was performed by a senior researcher (K.B.), who also confirmed the plausibility of findings. Discrepancies and new ideas were discussed at each stage of the analysis and were included in the results. At this final stage, pseudonyms were applied to the deidentified (numerically coded) participants. Study design and reporting was aligned with the Standards for Reporting Qualitative Research checklist.
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Results
Participant characteristics are shown in Table 1 . Participants were predominantly female (61%), working in metropolitan regions (77%) in private primary care (53%), with a mean duration of clinical experience of 15 years. All participants reported having discussed weight with a patient with knee OA; however, fewer (62%) reported having experience in supporting a patient over a period to lose weight, and only 2 participants (15%) had received formal training in weight loss support.
Three overall themes were identified via thematic analysis: (1) role in weight loss; (2) uncertainty about how to integrate weight loss into management; and (3) treading cautiously in weight loss. These are discussed below with supporting subthemes and quotations (using pseudonyms) and summarized in Table 2 . Connections between the themes and elements of the COM-B framework from the second phase of analysis are also highlighted within the results below and summarized in Table 3 .
Theme 1: Physical Therapists Have a Role in Weight Loss
All participants were confident that physical therapists have a role in addressing overweight/obesity in knee OA management. This assuredness appeared to derive from the nature of the physical therapy paradigm, how participants sensed the physical therapy profession to be perceived (professional standing), and a sense of professional responsibility (Tab. 2).
Physical therapy paradigm. For this first subtheme, physical therapy paradigm is used to capture how physical therapists spoke about weight management for knee OA within a traditional clinical reasoning physical therapy paradigm. As Gordon said, "Helping patients to devise appropriate goals [for weight management strategies], I don't think that would be tricky to do, that's pretty much what physios do." All participants focused on Physical Therapist Attitudes Toward Weight Management 
Physical therapists experience discomfort and feel the need to tread lightly in weight management
Weight and identity Jessica: "I struggle with my weight a little too-I feel like I can relate to patients."
Threat to patient rapport Rachael: "I think it's something that you need to tread very carefully with. I think it is a very difficult conversation because I think it's a conversation that can very quickly shut down rapport if you introduce it in the conversation at the wrong time."
Personal comfort
Anne: "I would really gauge their reaction to how far I'd go into it [a weight loss discussion]. I don't feel-it's not a comfortable conversation for me and so I would either do it in passing and just see whether they picked up on the cue and if they did then I'd go into it further. If they didn't then I would probably let it go. You could probably take from that that I'm not very comfortable."
a OA = osteoarthritis. Threat to patient rapport X a The key tenet of the COM-B model is that for a behavior change to occur, an individual or group of individuals must have the "physical capability" (eg, physical strength or skills) or "psychological capability" (knowledge) to engage in that behavior. Second, there must be a "physical or social opportunity" for the behavior to occur, such as a conductive physical (eg, available resources, physical and structural) and social environment (eg, social cues, interpersonal influences). Third, there must be sufficient "motivation," both "automatic" (to undertake the behavior change) and "reflective" (such as conscious planning and evaluation). COM-B = Capability, Opportunity, Motivation Model to explain Behavior. 21 the role of physical therapists as "exercise experts." Anne offered: "We are hopefully the exercise experts in exercise prescription especially where there is pathology involved." Some participants recognized a more expanded role beyond exercise prescription and an appreciation of the complexity of weight management. Rachael discussed health behavior change theory: "I try and use that model of change as a basis for having these conversations, so if the patient is sort of precontemplative in their thinking, I'd probably be talking about potentially some low-key education."
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Participants' confidence in their ability to use the physical therapy paradigm to address weight was related to the capability element of the COM-B model.
Professional standing. This second subtheme, professional standing, emerged as a strong idea about the perceived status of physical therapists within the health care team and wider community. As Leah said: "I think the standing of our profession is actually very high in the Australian health care system. Generally the GPs have a good attitude towards physios and the fact that we have such a strong emphasis on research and research output has really advantaged our profession." There was, however, a counter-narrative in which physical therapists were cautious not to encroach on other health care professionals' territory, as Matthew discussed, "It's the interprofessional barriers and defining what we actually all do, it's the same reason that physical therapists struggle with some other health disciplines as they feel they are starting to encroach on their territory. I think at that point [of physical therapists being actively involved in weight management] it would raise alarms within the dietetic association or the AMA-why are physios doing this?"
Participants' understanding of their perceived professional standing was discussed as a social opportunity for their involvement in weight management and mapped to the second element of the COM-B framework (opportunity).
Professional responsibility. The third subtheme, professional responsibility, represents participants' comments about their perceived professional responsibility to adhere to evidence-based guidelines, with a strong emphasis on weight loss and exercise. For example, Darren said, "If you treat ethically for knee OA and weight is a reason that knee OA is causing pain for example, it's one of the contributing factors to the problem [that you have to address]." Gordon also discussed the perceived responsibility to impart evidence-based knowledge to patients: "From the guidelines you've gotta be honest because they will ask you what are the factors involved in having this knee [pain] and you have to discuss all the factors because if you don't you aren't doing a comprehensive job." This drive to be responsible and to ensure that the treatment was comprehensive, and in the patients' interests, seemed to be a point of motivation for therapists to be involved, and a connection with the third element of the COM-B framework (motivation). The clear preference for concrete guidelines or tools for engaging in weight management, appeared to manifest as a means to deal with participants' perceived uncertainty about how to do so. The nature of this reflective motivation mapped to the third element of the COM-B model (motivation).
Theme 3: Treading Cautiously in Weight Management
Related to the above 2 themes, a final theme was identified: a perceived need to "tread cautiously" with respect to weight. This theme was present irrespective of whether or not participants said they had the skills to address weight. Several subthemes appeared related to physical therapists treading cautiously: weight and identity, outside the comfort zone, and threat to patient rapport.
Weight and identity.
This subtheme was about the perceived impact of the participants' own weight during weight discussions with patients. Hence, Anne said, "They look at me and I'm not a big person and so it's 'water off a duck's back' because I haven't been in their shoes and I'm not very good at understanding where they are coming from," and other participants indicated that patients might feel more comfortable discussing weight with physical therapists if they themselves were overweight. Miranda said, "Because I am overweight, I feel they feel I can understand what they're talking about because it's not like I'm skinny as a stick."
Participants' discomfort associated with the visibility of their own weight and the influence of this on weight discussions with their patients was considered to be an example of reflexivity and resulted in evaluation of therapeutic communication, mapping to some degree to the third element of the COM-B model (motivation).
Outside the comfort zone. The subtheme of outside the comfort zone was explicit in the narrative of several participants, and implicit in the reported behavior of others whereby they avoided discussing weight directly. For example, Sonja explained, "I am awkward about telling people who are overweight. I try to bring it across-I always use the facts about even 1 kilo of extra weight is weight through your knee." Like Sonja, other participants consistently said they used language and explanations from a biomechanical paradigm in their attempts to approach weight in a manner they found more comfortable, such as Jake: "I suppose I explain it in the mechanical sense as I know it can be quite confronting [to discuss weight]."
The apparent discomfort associated with having conversations about weight influenced participants' motivation to engage in these conversations, and mapped to the motivation element of the COM-B model.
Threat to patient rapport. Concern about how weight conversations might threaten patient rapport was frequently identified within the data. For example, Caitlin said, "Physios generally have a really good rapport with Physical Therapist Attitudes Toward Weight Management our clients and we don't want to change that necessarily, because [weight is] a very sensitive topic." Participants were also concerned that patients would consider weight discussions outside physical therapy's scope-and that introducing this topic might be considered inappropriate, unwelcome, or unexpected (again threatening rapport). As Melanie discussed, "I think that people just don't know that physios can help with that [weight] which makes it a barrier."
The potential threat to patient-therapist rapport and the potential disruption of opportunities for building therapeutic trust and alliance appeared to be related to the opportunity element of the COM-B model.
Discussion
This qualitative study explored Australian physical therapists' attitudes toward, and experiences with, weight management in patients with knee OA. We found that physical therapists expressed confidence in their evidence-based knowledge of knee OA management and acknowledged their opportunity to address weight in their professional management. In contrast, physical therapists were uncertain about specific clinical strategies to integrate weight conversations and subsequently adopted a cautious approach or avoided weight management in treatments. Caution involved treading lightly with this sensitive topic. If physical therapists are to engage with weight management, this study identified a requirement for professional development to increase physical therapists' confidence and skills to do so. Possible interventions include training for physical therapists to increase their skills and knowledge of when and how to approach weight management.
Consistent with previous evidence 14 and reported patient beliefs, 13 the first theme we identified highlighted that physical therapists expressed confidence that they had a role in addressing weight in the management for people with knee OA. This confidence seemed to be based on (1) an evidence-focused understanding of management guidelines for weight loss and exercise in knee OA and subsequent certainty and motivation that weight should be addressed, and (2) a professional identity as "exercise experts" and "problem solvers," which physical therapists believed to be strengths for assisting patients to lose weight. The traditional physical therapy paradigm is an impairments-based biomechanical model, where primarily physical factors contributing to a clinical presentation are identified and targeted in clinical treatment often using exercise. 32 Consequently, physical therapists have been shown to focus on biomechanical goals, and although they might acknowledge other aspects such as emotional, moral, and social elements of a clinical presentation, evidence suggests these are not always followed up or explored to the same extent. 33, 34 However, over the past decade there has been a significant paradigm shift of physical therapy toward a biopsychosocial approach underpinned by the ICF framework and incorporating lifestyle and behavior management.
6-10, 35 The results of this study resonate with the literature, which suggests weight management is a particularly complex lifestyle behavior and potentially beyond the current scope of physical therapy practitioner skills. 14, 35 This study does, however, provide some insight into why physical therapists might be uncertain about how to address weight management and the associated emotional or psychosocial elements that influence their capability and motivation to do so. Participants felt they lacked the empirical knowledge and skills to sensitively and appropriately engage in weight loss discussions. Instead, they framed weight via a biomechanical paradigm. The latter means that therapists might place the sole responsibility of weight on a patient, with implications for weight stigma, and highlights a lack of appreciation of the complexities of weight. 20, 36 However, it was evident that most physical therapists were at least partially aware of these complexities, acknowledging the need for learning counseling and motivational interviewing skills for people who have knee OA. Some physical therapists offered sensitive and appropriate considerations for weight management including the need to address the impact of systemic, educational, and psychological factors contributing to a person's weight. 37 An important idea raised within this data was the notion of "treading cautiously." Physical therapists recognized that although technically within their scope of practice, explicitly incorporating weight management might not be recognized by patients as an expected component of care, and together with the sensitive nature of the topic, could threaten therapist-patient rapport. 38 This phenomenon of discordant patient expectations and the associated challenges is not unique to weight management; it has also been reported in views of patients seeking physical therapy treatment for pelvic floor dysfunction 39 and chronic low back pain, 40 and more broadly in the literature about extended scope of practice for physical therapists. 41 Progression in expertise and changes in scope of clinical practice require physical therapists to sensitively inform patients about their practice and to manage treatment expectations. 35, 41, 42 The scope of physical therapist practice has been extended in other domains, such as soft tissue injury triage within emergency departments, associated with improved patient outcomes. 43 Health promotion and lifestyle behavior management are relevant for weight management, and there is consensus that these fall within the scope of physical therapist practice [6] [7] [8] [9] [10] [11] 13, 44 and are congruent with the ICF framework. Hence, the inclusion of weight management, where relevant, as part of physical therapy management of patients with knee OA, 2,3 should not seem outside of scope.
Physical Therapist Attitudes Toward Weight Management
This study highlights several further steps for physical therapists to be able to incorporate weight management effectively within knee OA management. First, the identified capability barriers of lack of knowledge, and those associated with reflective motivation (surface level competence, preference for simple solutions, and weight and identity), are likely to be best addressed by upskilling practitioners' behavior change skills in conversations about weight. Training programs about health behavior change for physical therapists to improve the management of OA 45 and chronic low back pain, 46 have been shown to increase physical therapists' knowledge and confidence. Greater emphasis and integration of these health-based competencies and skills in physical therapy training programs is emerging, 9 and in our view is developing the next generation of clinicians who are equipped to manage OA and other chronic conditions. Second, building on the social opportunity afforded by the perceived professional standing and responsibility of the physical therapy profession, and aligned with contemporary international health objectives, influential physical therapists need to become more involved in advocacy of the broader scope of the profession as opinion leaders and to model and enable other practitioners to engage in this role. Third, further research is needed to explore, from the perspectives of individuals with knee OA, the barriers to, and facilitators of, weight management in this context, and whether physical therapy involvement with weight is indeed acceptable to this group.
Several methodological factors should be considered when applying this study's findings to other contexts. Although we sampled purposively, it is possible that we did not capture a rich enough variation in attitudes of physical therapists with respect to our research questions to achieve data saturation. We sought to optimize credibility of the work by using a research team with diverse professional backgrounds (ethics, psychology, weight stigma, physical therapy, OA) and including constructive and post hoc procedures using multiple team members at each stage of analysis to scrutinize the analysis and interpretation. Although our sample was confined to the beliefs and experiences of physical therapists working in Australia in primary care and hospital settings, and might not be entirely generalizable to different sociocultural environments, our findings are likely to have global relevance for the physical therapy profession considering the international similarities among the profession.
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In conclusion, the perspectives reported in this study suggest that although Australian physical therapists believe they have a role in addressing weight loss in the management of knee OA, they do not feel adequately equipped to integrate weight loss into their management approach, and they are concerned that patients might not be prepared to hear this information within the context of a physical therapist intervention. Further research is needed to explore whether physical therapists can be adequately upskilled to address their own discomfort and perceived lack of skills in knowing when and how to effectively and sensitively approach and support weight management in their clinical practice.
Author Contributions Introduction and Exploration of Barriers and Facilitators to Weight Management Conversations
The first part of our discussion today is to explore how physical therapists might discuss weight, and the role of weight in osteoarthritis, with overweight patients. 
Exploration of Attitudes and Barriers and Facilitators to Active Physical Therapist Involvement in Weight Loss for Overweight Patients With Osteoarthritis
We have been talking about discussing weight with patients, but it takes more than discussing weight to help someone to lose weight, so we are interested in exploring how physical therapists might actively support overweight patients with OA to lose weight. 
Wrap up
Thank you very much for your time today helping us look at the scope of physical therapist practice in discussing weight and supporting weight loss in patients with osteoarthritis. 22 . Is there anything else you can think of or would like to add about the role of physical therapy in weight management in osteoarthritis? 23. After everything we discussed today, what do you feel are the 3 most important messages you gave me?
Debrief
Thank you so very much for participating today. This study is to benefit people with OA, and your time and viewpoints are invaluable in giving contemporary clinical insight into the role of physical therapy in weight management for osteoarthritis. If there is anything else you think of or would like to add please email me, you should have that on the plain language statement. Thank you again for all your time and help.
